MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEA

CEPARTMENT D E AR
OF PUBLIC MEALTH AND WELF -é 0 TATE FILE NUMBER
———_Primary Registration District No. _. .O..’.].A,, Registrar's No, ____%__ f(~ ___ ___

DO NOT WRITE AMENDED Regulrallon Dlalncl Nn e
ON THiS STUB i A A,
r hh:d.o HHC- U \J 5 USUAL RESIDENCE (Whore decemed Trved, 1F imititutionr Fosidence before

s comr . .St. Francois > STATF Mo. S5t% “P¥ancois admitsion)

b. CITY {if outside corporate limits, give TOWNSHIP only) Length of stay in 1b . COILY Inside Limits
OR
TOWN Near_&e Run TOWN DOC Run Yes O Ne OX
1 OQljd c. FULL NAME OF {If NOT in hospital, give location) inside Limits d. STREET {If cutside, give location) Resida on Farm
HOSPITAL OR ADDRESS
2061/ INSTTUTION. A+ Home - Yos O woXg Rural Rt.# 1 Yes 0 NoE]

3 3. NAME OF DECEASED First Middla Last 4. Dé\'lE . Month Day Yenr
F

(Type or print)
e Rev. Lverett Lester Huff ,Sr, | Peam Jan. 28 1665

4 O 5. SEX 6, COLOR OR RACE 7. Morried PP Naver Morried {J [8. DATE OF BIRTH | 9- AGE {last birthday) [IF UNDER ) YEAR | IF UNDER 24 HR
5

Male I\:’hlt - Widowed [] Divoreed [ 1 2 z /1 890 7’* Months | Days Hours ‘ Min,

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSIMESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most of working life, cven if ratired)} -
Farmer Doe Run Mo, Usa
13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAMEC 14, NAME OF HUSBAND OR WIFE

J.D. Huff Florence Curtis Wilma Smith Huff

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. 17. INFORMANT Address

(ren n. or unknewn) T YR ive v or oo o wervie Wilma Huff Doe Run, Mo, Rt.#1

18. CAUSE OF DEATH (Enter only one cause per line fo INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: OMNSET AND DEATH

IMMEDIATE CAUSE () Coronary insufficiency 4 years

V5§ 300
Rev. 4/ 59

DATE AMENDED

t

Lo |
8
A4
10
1

DOCUMENT

Conditions, if any, DUE TO (b)
which gave rite to
sbove causa (a),
stating the under-
lying csuse last. DUE TO (¢)

PART Il. OTHER SIGMNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I, If deceased was female was
disease condition given in PART { {s} thera a pregnancy in last 90 days.

3

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD CF

Arteriosclerotic heart disease O Yes | O No | O Unknown
19, WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCLURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
gy 8 o o
¥

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g.. in or about home, | 20f, CITY, TOWN, OR LOCATION
WHILE AT WORK farm, factory, street, office bldg., etc.}
NOT WHILE AT WORK O

MEDICAL CERTIFICATION

21, 1 attended the deceased from. 6 9-15-62 1.28-65 and last saw ﬁ"r.' alive on. 1-18-65
:h oceurred ot Lm p m;g_ih.u.dare stated above, and to the best of my knowledge, from the causes stated.

ATURE {Degres or title) 22b. ADDRESS 22c. DATE SIGNED
WC M Ironton, Missouri 1-29-65

"23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)

Blff"Mfa (Specitr 1/31/65 Pendleton Cemetery | Doe Run

24. FUNERAL DIRECTOR ADDRESS 25 ATE RECD. BY LOCAL REG. 246. REGISTRAR'S SIGNA j
C.H. Cozean , Earuington, Mo, @n@,afl, ML éﬂ &WM%,
= s " 3

{Licensed Embulmer'!.a&/luinmam on Ee{:rse Side)

USE BLACK INK
OR

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby ceriify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

,or by : . . ‘ Student Embaimer No.

working under my personal supervision. Ve .(/

,46 2 07
z - ‘
Student Signed (:" I /h’(
. Signature of Student Embalmer B - . fﬁl
Licensed Embalmer No. %ﬁ
" P. O. Address W/é‘u %

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failuté to comply
with the above constitutes grounds for revocation of license). .

If embalmed by & STUDENT, he also shall sign in his OWN handwriting.

. If this body is not embalmed, fact should be so stated above.




